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MR. CHAIRMAN, MEMBERS OF THE KANSAS MEDICAL 
SOCIETY, LADIES AND GENTLEMEN: 

I desire to take this opportunity to publicly thank my fel- 
low members for the honor of presiding over the Kansas Medical 
Society during the past year. It makes a page in my life to which 
I shall often turn in happy retrospection. But the office which 
I hold and which I am soon to relinquish imposes at this time a 
task on me and an infliction on you, in that I must now formally 
address you. 

Many themes touching medical policy, ethics, and professional 
economics suggest themselves as appropriate for the occasion; 
but I am constrained to leave such topics, to others, 
and to invite your consideration of a subject closely related to pub- 
lic medicine, that is now of vital interest to our profession and to 
the state, namely, ‘“The Physical Supervision of the School Child.”’ ' 

The state recognizes the necessity of having an intelligent 
and enlightened citizenship. For this reason schools are main- 
tained at public expense, and all children, within certain limits 
of age, are compelled to attend school. A parent who detains 
his child from this requirement is considered an offender against 
the public good and is punished. His parental rights of 
control of his child are regarded as subservient to the vastly great- 
er rights of the state. Poor or rich, every man’s child must go 
to school, and submit himself to that process of intellectual de- 
velopment considered essential to the functions of citizenship 
which will later devolve upon him. 
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We all agree to the strict and universal enforcement of this 
requirement. We deplore that unlettered ignorance that char- 
acterizes some communities and nationalities, and are wont to at- 
tribute crime, intemperance, poverty and many other of the evils 
of society largely to the state of illiteracy with which they are 
so often found associated. 

But the state has stopped short of its duty to the child when 
it provides only for his mental culture and makes no provision 
for a systematic physical development of that same child. In 
our country much energy is bent on providing splendid quarters 
for housing the pupils. Increasingly liberal compensation is 
being awarded those who teach. But little or no consideration 
is being given to the fact that there must be sound bodies if there 
are to be sound minds in them, and that the body must have first 
consideration in any educational system. 

This consideration of the child’s physical status as a factor 
in his education has come to have some attention in recent years, 
but only in a half-hearted, unsystematic and inconsequential way. 
Whatever is done is done for all alike. The individual child has 
not been studied, nor has any inventory been taken of his capacity 
or of his weakness. If the child is slow or stubborn or indifferent, 
he is either punished by being ‘‘kept in’’, or is dealt with in some 
other such way more likely to aggravate the trouble than to re- 
medy it. The possibility that some physical infirmity may en- 
ter into the case to explain the child’s difficulties has never seemed 
to penetrate the brains of the school authorities. They lose sight 
of the possibility that the child may be poorly or insufficiently 
fed, or inadequately clad, and that these factors may account for 
that in the child which is commonly attributed to innate perver- 
sity and lack of sense. While the state is providing for the child 
along one line, why is she so blind to correlated conditions equal- 
ly important? 

The truth of the matter is that our school authorities are 
creatures of just one idea. That idea is that schools are merely 
for the teaching of certain traditional branches handed down from 
times prehistoric. Let the child but master these and he is 
proclaimed as educated; let him but fail of coming up to this re- 
quired standard of attainments and he is declared a dolt or an 
ignoramus. The teachers themselves boast such an education 
and they guage the child by the inch-measure of their own 
attainments. The average school teacher has little or no other 
kind of knowledge than this handed-down kind. The ordinary 
school-ma’am knows nothing about the human body, or at least 
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not anything to speak of. How then can she apprehend the 
physical basis in her pupil on which must be rested the educational 


superstructure? 

Our school authorities are not particular along these lines. 
They even employ numerous teachers who are adherents and 
promoters of that ‘‘new-old witchcraft, self-styled, christian science ;”’ 
persons who deny that a child, or any one can be sick, or can suffer, 
or can have anything the matter, because all these things, for- 
sooth, are unreal. How may we hope to have any proper consid- 
eration ever given to the matter of physical education when 
such an imposture is tolerated and its votaries set in charge of 
the growing and pliable child? 

Thus, school teachers themselves, knowing nothing about 
their own bodies, cannot be expected to recognize even the most 
glaring bodily deficiencies of their pupils. The schools in which 
they themselves got their preparation for teaching do not in- 
culate such knowledge, or if they do, it isina very superficial way, 
and with no practical purpose in view as to the application of such 
knowledge to the needs of the teacher. There is very little special 
preparation made for teaching these days. The pupils of the 
very schools of whose shortcomings we are today complaining, 
will next week or next year be recruits in the army of teachers of 
these same schools. Teaching is too often used as a stepping- 
stone to matrimony or some other line of activity, or at any 
rate is too lightly treated as a vocation. 

The teaching profession must be put on a different plane. 
It is necessary for the teacher to do more than teach the conven- 
tional subjects found in the present day curriculum. The teacher 
must be able to study and know the child behind the book, from 
top to toe, inside and outside. The child’s body is the basis of 
all his being and must not be neglected in the elaborate process 
of development. Thus the teacher must be given special train-. 
ing along the line of recognizing physical defects in the child, his 
general aspects and proportions, relations of parts, ete. Just 
as an artist studies form and figure,so must the teacher become 
a student of the form and figure of the average child. Thus, 
will she be prepared to recognize important deviations from the 
normal. She will see at once a misshapen dental arch, a narrow 
or flat chest, a slovenly or ungainly carriage. She will note de- 
formities of feature and of limb, impediments of speech and ab- 
normalities of the special senses. And last of all, but not least 
in importance, by her daily association with the child, she will 
be able to recognize disturbing factors influencing the child’s 
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development, perhaps from the home side, such as parental neglect 
or even abuse, unsanitary environment, insufficient clothing, 
or inadequate food. Who will deny that the state, looking out 
for herself when she looks out for the child, should ignore these lat- 
ter essentials to the development and education of her future cit- 
izens? Moreover, is it not a pity that we should compel the at- 
tendance of the child at school when perhaps he is hungry or cold, 
or sensible of his own personal disadvantage when subjected as 
he is to a superficial, if not a deep comparison with his more for- 
tunate associates. ? 

But it will be argued that to place this responsible task up- 
on the already over-busy teacher is too much. The teacher, it 
will be asserted, cannot be expected to take a course in medicine 
or even in medical diagnostics. Her functions, it is maintained, 
is to impart knowledge and to train the mind. I reply that while 
that has been her traditional duty and limitation, we must en- 
large her sphere, even though we take something away that has 
heretofore helped to overfill it. Nor is the impossible to be re- 
quired of her in the way of diagnosis. Many of these things which 
she will be expected to notice, if present in the school child, are 
easy of detection, if only in a single instance, pointed out to her. 
Many of them are already the objects of her commiserating, yet 
silent observation. Crossed eyes, difficult or squinting or reluc- 
tant vision, bad hearing, mouth breathing, stooped shoulders, 
flat chests, etc., have all along been objects of her pitying notice. 

If she but opened the child’s mouth, it would not require any 
special diagnostic acumen to recognize sometimes therein enlarg- 
ed tonsils, decayed and irregular teeth, deformed palate, etc. 
Sufficient examination of sight and hearing to set on foot a more. 
detailed and corrective investigation is not beyond the capacity 
of any who are otherwise competent to teach school, especially 
if some preliminary practical instruction along these lines were 
given to such teachers. The advantage of the teacher’s doing 
this work of inspection is quite obvious. The pupil is under ob- 
servation more or less continuously by her, and conditions of a 
transitory nature are then possible of separation from the more 
permanent deviations from normal which constitute deformity 
or defect. 

The teacher may also, by regularly taken measurements 
and weights, study the growth and nutrition of the child. Every 
school if not every school-room, should possess accurate scales 
and measuring devices, and these instruments should be employ- 
ed at least once a month, and a record kept of the data obtained, 
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Chest measurements should also be taken, and possibly other in- 
formation along these lines might well be elicited, filed and made 
part of the school child’s record. 

It is clear, that the observation thus made of the child’s phy- 
sical condition and development may lead to a very timely and 
effective correction of any defects that may be discovered. But 
this correction is, of course, rarely to be instituted by the teach- 
er, but rather by the family physician or by some competent spec- 
ialist recommended by him. ‘The teacher’s duty is not to refer 
the child to the physician of her own choice, but to show the pa- 
rents the condition of the child and with tact and persuasion get 
them to take the child to their own medical adviser. She should 
herself accompany the child if possible, and thus make clear the 
grounds on which the steps are being taken. For the best of phy- 
sicians might in some cases, after a single observation, fail to dis- 
cover the conditions that have been disclosed only by a_ series 
of observations and on intimate association. Especially is this 
true of nutritional disorders often discovered only after a careful 
study of the body weight. Thus the family physician will be able 
to confirm the data submitted to him, and no doubt. often 
supplement them by others ascertained through technical methods, 
or revealed in the light of his wider experience. It is then his 
function to set on foot a line of procedure designed to correct these 
conditions and approximate the child to the normal. This often 
requires the counsel and cooperation of specialists; but rarely 
is such aid to be sought except at the suggestion and direc- 
tion of the family physician. Of course in cases where there is 
no family physician or expressed preference, resort may be had 
to any physician of good repute, or, when indigent, to some phy- 
sician compensated by the authorities for such duties. 

In cases of defective physique, suggesting the need of special 
physical exercises, the school authorities should provide a_ direc-. 
tor and suitable facilities for meeting this requirement. What 
if it is expensive? What if it does require the establishing of a 
new department? Is this not as important a field for investment 
as any other? We have much of our money spent on certain 
educational reflnements and luxuries, such as the various phases 
of manual training, clay-modeling and other frills and gimceracks 
in the curriculum. Let us have some such downright necessities 
as these I have suggested as well, or else dispense with a few of 
the luxuries in our system. 

The child’s physical welfare in the schools cannot be con- 
served by any less thorough and unremitting scheme of super- 
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vision than this that is here suggested. We hear much about 
medical inspection of the schools. There is a paroxysmal out- 
burst from certain sources from time to time, the dominant note 
of which is that the children of the schools must be lined up and 
submitted to the inspection of certain selfappointed “big wigs” 
who are possessed of the fixed delusion that all the plagues of civ- 
ilization spring from the failure to trim or scrape or pull the par- 
ticular organ possessed by the child over which the gods have 
appointed them to preside. Therefore they read papers, issue 
propaganda and get the ears of school boards and boards of health, 
and one bad night when nobody cares what may happen, they 
put their measure through. Yet what do they do? Nothing 
but to advertise themselves and to stir up alittle dust of self praise, 
to and line their purses with money, which after all are the ends they 
have chiefly in mind. It is absurd to expect that any good can 
come of this kind of school inspection. How superficial must 
necessarily be this wholesale, unstudied and undeliberate method! 
How disjointed and unbalanced the scheme, since only one field of 
investigation is approached and all the rest ignored, or left as 
the prey of other marauders who may take up the cue. No pro- 
fessional man is likely to make any considerable sacrifice of time 
to do the work well, yet for nothing, which should be done. It 
certainly can not be done by the plans and specifications of the 
self-appointed medical pirates who seize upon the existence of 
an acknowledged need and pervert it into an opportunity to pro- 
mote their own selfish ends. 

We have already noted the various phases of the child’s 
physical development which demand persistent study and con- 
tinuous observation. This study and observation must be sys- 
tematic and articulate. It cannot be done by the hurried and 
occasional visitants, fitfully representing their several fields of ac- 
tivity, however astute and keen they may be as observers and an- 
alysts. The physician’s legitimate activity in relation to school in- 
spection consists, first, in skilfully handling the pupils who are 
brought to him by the parents and teachers, and second, in instruc- 
ting and preparing the parents and teachers for the functions that 
under some such plan as this would devolve upon them. A properly 
arranged course of lectures could be easily provided for groups 
of teachers, with illustrative. cases and types of children. These 
courses could be given by competent physicians skilled in var- 
ious lines, and could be made simple and _ highly practical 
and effective. And still other courses of instruction could be ar- 
ranged for parents along the line of home hygiene and the science 
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of judging children. Why should such an idea be considered im- 
practical or visionary, when we consider that lecturers are going 
through the country teaching farm boys how to judge live-stock, 
and how to score points of excellence or fault? Perhaps the wo- 
men’s clubs could have their attention diverted on an occasional 
afternoon from Browning or bridge to the contemplation of the 
problem of the child as he is and as he should to be. There is no 
subject on which men and women are so deplorably ignorant as 
on these important questions, touching their own lives vitally 
at so many points, and their children’s lives. It would seem that 
the selfish instincts so dominant in other ways would assert them- 
selves here and respond to what sane judgement imperatively 
demands. And I believe they will respond to a right appeal, and 
the state and the school and the child will be benefitted by that 


response. 


ACUTE INTESTINAL OBSTRUCTIONS. 


DR. R. C. LOWMAN, Kansas City, Kansas. 
Read before the Kansas Medical Society, May 4, 1911. 
Acute intestinal obstruction is one of the most serious con- 
ditions, that we, as practitioners, are called upon to treat, for we 
all know that the outcome is certain death in the mechanical form, 
unless relieved by our art. We also are well acquainted with the 
fact that the earlier a diagnosis is made, and the sooner proper 
treatment is instituted, the better the prognosis is for our patient. 
On account of the danger of the procrastination all too common, 
it is wise to have the symptoms and the diagnostic points at our 
finger ends. Another melancholy fact, also well understood, is 
that in the majority of cases the surgeon is called upon to operate 
too late, after days of useless enemas and pernicious purgatives, 
only to find the bowels black and gangrenous, and the patient a 
victim of septic absorption and beginning peritonitis. Morphine 
has probably been the cause of more deaths in acute intestinal 
obstruction than any other agent, for the practitioner is lulled 
into a false sense of security by the cessation of suffering, while 
the gangrene, septic absorption and the soul of the patient all 
go marching on. 

We should always try to eliminate ileus before giving mor- 
phine in any case of acute abdominal pain, and if the pain soon 
returns and demands another dose, we should redouble our efforts 


to make a cprrect diagnosis. 
As to the symptoms, one of the first is the absolute constipa- 
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tion. The obstruction is complete, even to the passage of gas, 
except in some of the milder cases of invagination. By the use 
of an enema, we may obtain a fecal discharge after the stoppage 
takes place, but this represents only the bowel contents below the 
obstructed point, and additional enemas are futile. 

Vomiting is very common and begins earlier, aad is more 
frequent and persistent, the neare: the obstruction is to the sto- 
mach, and may be somewhat delayed if in the colon or sigmoid. 
The vomitus becomes more and more feculent, and finally has the 
odor and appearance of liquid feces, though these characteristics 
are considered due to chemical changes taking place in the proxi- 
mal part of the canal, and not caused by retrogression of feces 
from the distal portion. 

The stethoscope often gives valuable aid in the diagnosis. 
The borborygmus can be heard by the instrument and followed 
to the obstruction, where it stops. After peritonitis supervenes 
and the intestines are paralyzed from distention, these sounds 
stop. They are also prevented by morphine, and thus an impor- 
tant diagnostic aid destroyed. Pain is generally intermittent—so 
called colicky—especially at first. It is produced by the violent 
peristaltic action of the intestines trying to force their contents 
past the obstruction, and, of course, correspond in time with such 
waves. ‘The location of the pain gives very little clue to the seat 
of the obstruction and generally pressure does not increase the pain, 
and, in fact, may give some sense of relief. The violent peris- 
taltic waves may often be felt and seen. 

Tympany is almost always present, except possibly when 
ileus occur high in the digestive tract, and is generally quite mark- 
ed if it is at or below the ileocecal valve. A fullness at the um- 
bilicus indicates distension of the small intestine, while depression 
in the loins shows collapse of the colon. As tympanites is a symp- 
tom of peritonitis, a disease which simulates ileus closely, we 
should not place too much reliance on it as an absolute diagnostic 
sign. In peritonitis, the pulse is rapid and wiry from the first, 
while in ileus it is first softer and fuller, and the temperature is 
normal or nearly so in the absence of complications, while in peri- 
tonitis there is nearly always more or less fever. Rigidity of the 
abdominal muscle indicates peritonitis, also extreme tenderness 
on pressure, and persistence of considerable pain between paroxy- 
sms of more severe pain. Late in ileus, peritonitis frequently 
supervenes and the the symptoms of both conditions intermingle, 
and a differential diagnosis is impossible and not often necessary. 

In intestinal obstruction a tumor mass is sometimes felt, 
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especially in intussusception. An absolute diagnosis as to the 
seat and character of the obstruction is possible in only forty or 
fifty per cent of the cases before operation, but that does not 
make much difference, as the indication is to relieve the obstruc- 
tion, no matter what the causative factor may be. 

In the classification of ileus authors vary considerably, some 
including cases of temporary obstruction, and others including 
only those where there is a mechanical obstruction to the progress 
of the intestinal contents. Thus, a coprostasis may be produced 
by an adynamic form of ileus, meaning without power, and is a 
result of a paralysis of a larger or smaller amount of the intestinal 
canal, from several causes, as paralysis from extensive operations 
on the mesentery; paralysis of a loop returned after prolonged 
strangulation; injuries to the spinal cord; reflex paralysis as that 
produced by the passage of gall stones, renal calculi, compres- 
sion of an ovary, or severe torsion of a tumor pedicle or strangu- 
lated omentum. We may have a septic paralysis from peritoni- 
tis, appendicitis, cholecystitis, salpingitis, and embolism of a 
mesenteric artery. 

Uremic ileus may occur as one of the many uremic symp- 
toms. The vomiting and coprostasis are especially likely to hap- 
pen, but we do not have other important symptoms of mechani- 
cal ileus, as increased peristalsis, tympanites and circumscribed 
areas of dullness. An examination of the urine shows kidney 
disease, yet we should remember that a small amount of albumin 
may be present in mechanical ileus. Another occasional source 
of error is the fact that tabetic crisis often mimic true mechani- 
cal obstruction. Pain, nausea, vomiting and croprostasis are- 
frequent and may continue for days. Other well known symp- 
toms of tabes should be sought and a proper diagnosis made. 
Acute hemorrhagic pancreatitis often presents the clinical pic- 
ture of acute intestinal ‘obstruction from mechanical causes, but’ 
the primary pain and collapse are generally much more severe, 
tenderness on pressure more marked, and upper abdominal re- 
sistance much greater than in mechanical ileus. 

Another rare form of ileus is the dynamic where there is a 
tonic spasmodic contraction of the circular coats of the bowel, 
producing an obstruction, and lasting sometimes for days. Its 
most common cause is poisoning by lead or tyrotoxicon. 

We now come to the consideration of the most important 
subdivision of ileus, namely, mechanical ileus. This is the form 
that causes the deaths when neglected, and is the kind our mind 
ordinarily reverts to when we speak of intestinal obstruction. 
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. Probably the most common causé met with by the general 
practitioner is external strangulated hernia. It is very strange 
that so many of these hernie are let drag along for several days 
until the bowel is rotten and gangrenous. If postural treatment 
and moderate taxis do not soon succeed in reducing these herniz, 
the sooner an operation is performed-the better. Another impor- 
tant point in connection with this subject is that a small knuckle 
of intestine may be strangulated in one of the various apertures 
and the patient and practitioner know nothing about it. This 
is especially likely to happen in elderly obese females at the fe- 
moral ring. 

The internal forms of strangulation are numerous and often 
difficult of recognition or differential diagnosis. The intestines, 
in greater or less amount, may slip into congenital subperitoneal 
pockets near the inguinal canal, femoral canal, retroperitoneal 
passages, duodeno-jejunal, external sigmoid and _ retrocecal. 
Nearly the entire intestinal canal may slip into one of these re- 
traperitonal fosse and be behind or external to the peritoneum. 
In case of right or left duodenal hernia, the orifice is bounded in 
front by vessels; the superior mesenteric artery in the right duo- 
denal form, and the inferior mesenteric vein and left colic artery 
in the left. Therefore if the neck of the sac is divided freely, these 
important vessels will be wounded. Often in these cases the con- 
tained intestines will be found twisted around the entering and 
returning loops, and, by untwisting, the gut may be withdrawn 
gradually. Sometimes the neck can be stretched a little by trac- 
tion with the fingers, or a small nick can be made at a point where 
there are no vessels. After withdrawing the gut, the neck must 
be closed by carefully placed stitches to prevent a recurrence of 
the hernia. Cases of hernia through mesenteric slits or openings 
in the broad ligament have been reported and are ordinarily easily 
reduced by enlarging neck of sac at a point free from vessels. 
Hernie through the foramen of Winslow are very difficult of en- 
tire reduction. 

Another unusual cause of ileus is Meckel’s diverticulum. 
This structure depends on the failure of the omphalo mesenteric 
duct to close and is usuaily found attached to the lower portion 
of the ileum about three feet above the ileocaecal junction, but: 
they may arise any place between the duodenum and the cecum. 
The diverticulum may resemble very closely the normal intestine 
and is sometimes difficult of recognition. It produces obstruc- 
tion by the free end becoming attached to the abdominal wall, 
to the mesentery or some other point within the abdomen. The 
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attached end should be freed and the remains of the diverticulum 
removed close to the intestine, remembering that the lumen com- 
municate with the interior of the intestine. 

A comparatively frequent cause of mechanical ileus is ob- 
struction by bands or ligaments. These bands may be found 
in any part of the abdominal cavity and vary in size from mere 
strings to broad ligamentous structures, and often the patients 
give a history of severe injury or previous intrabdominal inflam- 
matory condition. 

Ordinarily the seat of obstruction is easily found, or follow- 
ing the dilated bowel will surely lead to it. The band should be 
entirely removed, if possible, and no free end left to contract ad- 
hesions and cause future trouble. We should also remember 
that there may be more than one band and not close our wound 
until all’are freed, unless time is an important item. If the case 
is seen late, the walls of the bowel underneath the band may be 
very rotten and almost perforated. When the band is cut the 
sudden rush of gas and intestinal contents may cause perfora- 
tion and flood the abdominal cavity with septic material. This 
should be guarded against by gauze packs and intestine closed 
above by assistant’s fingers. 

Obstruction by gall stones or enteroliths is sometimes en- 
countered, and ordinarily is not diagnosticated until operation. 
They generally cause symptoms of chronic or intermittent ob- 
struction at first, later becoming acute, and may occasionally be 
palpated or localized by the X-Ray. One peculiarity about 
these cases is that acute obstruction may be caused by a stone 
smaller than the intestinal lumen. The foreign body in this event 
causes a spastic or dynamic contraction of the circular fibres and 
thus an acute obstruction supervenes. 

These are the simplest cases that come to the surgeon, for 
there is no arrest of circulation in the intestine as in other cases 
of mechanical ileus. Results though are not nearly so good as 
they should be and the cause is the usual one of delay. Early 
cases should all recover; the more advanced, the more septic poi- 
soning present and the worse the prognosis. 

Intussesception is more common in children than in adults. 
Its earliest symptom is pain coming on suddenly and usually 
referred to region of the umbilicus. The pain is very severe, but 
may pass away in a few hours and then recur. Vomiting soon 
begins and shock is generally marked. After a few hours, bloody 
mucus may be found in the stools, and this is an important diag- 
nostic symptom as it does not occur in other forms of obstruc- 
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tion, except occasionally in knots and twists of the bowel, yet 
it can occur in dysentery and rectal polypi. The intussusception 
may and does appear at the anus in about six per cent of the cases. 

A common sign is tumor which occurs in about sixty per cent 
of cases. It is most often felt in the right iliac region, and may be 
felt in the rectum. It is generally cylindrical, is movable and not 
very tender, and often changes its situation. In event of failure 
to find it by abdominal examination, a conjoined rectal and ab- 
dominal examination should be made. It is thought by some 
that invaginations often occur in children and are spontaneously 
reduced, and is the explanation of a good many of the severe colics 
of childhood. If it remains invaginated, however, adhesions may 
occur as early as the second day. Rarely a cure is affected by 
gangrene and slough of the intussusception and its discharge. 
from the anus. This does not happen in more than 2 or 3 per 
cent of the cases. The principal diagnostic signs are sudden at- 
tack of’ severe pain, collapse, recurring character, bloody mucus 
in stools, and sausage shaped tumor. 

In the treatment, many physicians advise inflation by air or 
pressure by water. If this measure is tried, it should be done in 
the first 12 or 14 hours, and not used too forcibly, nor persisted 
in for so great a time as to exhaust the patient. After this per- 
iod of time has passed, or after the failure of hydrostatic pressure 
the treatment is immediate iaparatomy with reduction of the 
invagination by taxis. If this fails because of adhesions, we may 
open the sheath and excise the intussusception, or remove the in- 
tussusception with end to end or side to side anastomasis, or do an 
intestinal anastomosis or in desperate cases, a simple enterostomy. 

Volvulus is a cause of ileus. In volvulus we have a twisting 
of the intestine upon itself for more than 3-5 of a circle and we 
have the usual symptoms of obstruction. Pain not so severe at 
first and intermittent, coprostasis; vomiting in over half of the 
cases, though it is not always an early symptom Volvulus oc 
curs most often in the sigmoid, and frequently the twisted dis- 
tended coil can be recognized by its shape through the abdominal 
wall. After opening the abdomen, the twisted coil must be found. 
It is generally best then to bring it outside the abdomen and ex- 
mine it closely to ascertain, if possible, the cause of the volvulus. 
If easy to untwist, do so at once and return; if difficult, the bowel 
may be incised and its septic contents evacuated, when reposition 
will be found easier. If there is any tendency to recurrence of 
the twist, the bowel and mesentery may be sutured to the abdo- 
minal wall in such a manner as to hold the intestine in an approxi- 
mately correct position. ; 
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Post operative ileus is not uncommon, and of this form we 
have two general classes— adynamic or paralytic ileus, and 
mechanical ileus. Adynamic ileus is due to intestinal trauma 
and paresis, exposure, peritonitis, and over distension of the in- 
testinal walls. Mechanical ileus is caused by adhesions to raw 
surfaces, transfixion of the intestine while closing a wound, in- 
carceration of a loop in a hole in the omentum, or mesentery, 
catching of an intestine between the margins of a wound in vag- 
inal hysterectomy. Adynamic ileus is most often due to peri- 
tonitis, and when so caused is very difficult of recognition. When 
not so caused, diagnosis is easier, the symptoms beifg inability 
to secure a movement of the bowels, together with pain, meteo- 
rismus, and vomiting, with little or no rise of temperature. 

TREATMENT. In treatment of mechanical ileus, the im- 
portant point is early operation and removal of the mechanical 
obstruction. A positive diagnosis is very necessary, of course, 
and the various symptoms should be gone over carefully and ac- 
curately, yet if a diagnosis is not positive, it is much better to 
operate and find one’s self mistaken than to wait for fecal vomi- 
ting; operate and find gangrenous intestines and a peritonitis. 
Mistakes are made frequently in differentiating mechanical ob- 
struction from crises of locomotor ataxia, gallstone and renal 
colic, appendicitis, perforation of the stomach, intestine and gall 
bladder, peritonitis, acute pancreatic fat necrosis, and torsion of 
tumor pedicles. 

In preparing the patient for operation, the stomach should 
be thoroughly washed out for its often contains a _ surprising 
amount of dark septic fluid which not infrequently has been the 
cause of the patient’s death by being aspirated into the bron- 
chial tubes during the act of vomiting while under the effect of 
the anesthetic. Gastric lavage removes this septic material, 
prevents a certain amount of absorption, and favors removal of 
the same sort of material from the upper intestine. The only 
thing that can be said against the use of lavage is that it often 
apparently improves the patient’s condition for a time and thus 
leads to further procrastination. 

The incision should be made in the median line in the great 
majority of cases, and the head of the cecum located first. If it 
is much distended, the obstruction is in the large bowel; if not, in 
the small. If there is a history of past inflammatory trouble or 
operative interference, the obstruction should be sought at these 
places, remembering the various hernial orifices, the upper ab- 
domen and especially the pelvic region. The whole hand may be 
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introduced, if mecesary, for the time saved by a quick and tho- 
rough search more than compensates for the extra traumatism. 
If the point of obstruction is not found in a few minutes, it is wise 
to let a considerable portion of the bowels escape, covering them 
quickly with hot towels, and follow the distended coil to the seat 
of trouble. Then the septic material should be let out of the dis- 
i | tended bowel through an incision on its convex surface, the in- 
cision closed by a double line of sutures and the abdomen closed. 
Time is a very important element in these operations and in the 
most severe and collapsed cases the safest procedure is to make 
a small incision through the abdominal wall, select the first dis- 
tended coil which presents, and which is usually the proper one, 
suture it carefully to the edges of the abdominal incision, place a 
purse string suture near the center of the exposed bowel, make an 
incision inside this purse string suture, pass a glass or rubber tube 
into the bowel, tie the suture tightly around it, and thus drain 
away the spetic intestinal contents, limiting their absorption and 
relieving the circulatory stasis in the intestinal wall. Many of 
these cases have to have a second operation and the whole proced- 
ure appears like halfway surgery, but it is only recommended in 
; desperate cases, those unable to stand anv _ extended opera- 
! tion, and indeed, may be performed under local anesthesia. 

ti, In conclusion let me urge upon you the importance of an 
early diagnosis in the cases of mechanical ileus in order that our 
patients may have a better chance to live, and our own self respect 
increased. 


DISCUSSION. 
DR. J. T. AXTELL, (Newton): If the general practitioners over the 
country could just learn to diagnose ileus in its inception, there would be 
a great many more lives saved. I really do not know anything more im- 
portant than that. It is quite too common a thing, for physicians when 
called to treat a person suffering with pain in the bowels, to whip out the 
hypodermic and administer a dose of morphia before finding out Just what 
is the cause of the trouble, and it is just as common to administer a dose of 
physic in case the bowels are not moving as they should do. In many 
such cases such treatment is the very worst thing that can be done. Then 
there is still another thing: If the physician does not give a physic in a 
case of appendicitis, which causes the obstruction, he may give a large 
i rectal injection, and force a great quantity of water into the abdominal 
cavity. Those, it seems to me, are three very grave mistakes that the gen- 

eral practitioners make, and I have to confess that I have made them, 

and mg d of them, in my career. We do not always diagnose ileus in time. 

he tenor of this paper it seems to me was right all the way through. 

My own practice has been in these cases of acute obstruction, in making 

} the incision to go just through the rectus muscle on the right side, because 
I find at least two-thirds of these obstructions are located on the right side, 

and if I go just a little bit to the right, I think I have a better chance to find 

out just where the trouble exists. However, I have had a case within the 

last month, that was found out to be Meckel’s{diverticulumjwith strangu- 

lated hernia, and had been neglected for 40 hours before the operation, and 

the intestines were so enlarged, it made a very large amount of distended 
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small intestines and I was obliged, before I could get down to the place 
and find out where the obstruction was, to drain off the fecal matter from 
the small intestines, which I found to be a wonderful help. Oschner recog- 
nized that as being a necessary work. It is something that we do not like 
to do, and do not do it, if we can possibly avoid it, but it will be of great 
assistance in the operation for relief. If you have a large person, with a 
great distension close to the ileocoecal valve, the small intestines become 
as large as your wrist, and the draining off of the fecal matter, renders the 
operation of finding the obstruction much easier. ; 

I wish to emphasize the fact, that it is a very important thing to be 
able to diagnose ileus properly, and not to give morphine or physic or even 
injections when they are not indicated. 

DR. O. D. WALKER, (Salina): This paper was very interesting to 
me at this particular time, because just two weeks ago I was called to see 
a case of acute obstruction, the patient being a little child of 8 months. 
The Doctor who first saw the case diagnosed it as a case of intussusception, 
but there could be no tumefaction made out. The child was in great shock, 
and only partially conscious. It was in the night time, and it was thought 
best, because we could not make out just where the obstruction was, to 
wait a little while. The next morning, a mass of tumefaction could be made 
out in the right side in the region of the appendix. An incision was made 
at this point, we found that the ileum, together with the cecum and the 
appendix were invaginated into the colon as far as the transverse colon. 
It could be reduced without much foree. The appendix, however, was da- 
maged so much by this obstruction it was deemed best to remove it, the 
bowel was wrapped in warm norm salt solution and seemed to return quite 
to the normal. It was considered safe to drop it back into the abdomen 
without any further operative procedure. The child made a very nice 
recovery and the shock seemed to be reduced and to pass off almost immed- 
iately after the child came out from under the influence of the anesthetic. 

Now, personally, I do not like the idea of inflating the intestines either 

with water or air. I do not think it is good surgery. I do not believe you 
can tell when you have reduced your intussusception, and if you use much 
force, bap may break through the weaker part of the bowel and compli- 
cate the case very much. 
While children do not stand operative procedure very well, I can 
say in this case referred to, the child suffered little from shock, in fact, its 
condition was better when it was taken off of the table than before the be- 
ginning of the 

DR. WILKINSON, (Kansas City, Kansas): I do not believe anyone 
can criticize what has been said previously. I merely want to urge further 
that we proceed early in the majority of these cases. I think also, that 
too much operating has been done in many of them. In the eases such as 
the one cited by Dr. Axtell, we can save more lives by draining the bowel 
and stopping further work than by prolongiug the operation, in an at- 
tempt to cure the obstructing factors themselves, at the same sitting. The 
same applies to strangulated hernia cases. Many of them are gangrenous 
and in too bad general condition, when they get to us to stand any prolong- 
ed work. We can relieve thé strangulation, drain the bowel and get out 
= more extensive work for a later date when the patient is in better 
shape. 
DR. J. L. EVERHARDY, (Leavenworth): The paper is certainly 
classic, and I can add nothing to it except to bring up one point for con- 
sideration. This is really an acute obstruction, and we call it acute when 
we first meet it. It is due to an obstruction in the colon. There was a 
kind of a hobby with Doctors at the Soldiers’ Home, where in post-mortem 
they find an obstruction supposed to be due to strangulated hernia, and ac- 
companying it an atrophy of the colon. I have done many post-mortems 
where I found a long chain of feces that the colon had been unable to re- 
move, and where the case was operated upon, or was not, this condition 
was found. 

Of course this condition is acute when we find it, though it may be due 
to a chronic condition of re of the colon. 

DR. LOWMAN, (Closing the discussion): In regard to this condi- 
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tion of distended bowel, the method of procedure outlined in the paper 
I find of great aid. It is recommended as routine procedure by a great 
many men of much experience in order to eliminate the septic contents 
of the bowel. The stasis in these cases is caused largely by the absorption 
of these toxins and septic matter from the interior of the bowel. — j rain- 
ing that away you remove of course, to a great extent, the source of the in- 
ection. 

Monyihan has a very successful way of doing this. He has a tube, 
which I think is made of glass which he inserts in the intestinal incision 
and empties the bowels. ‘ 

Regarding the use of water for intussusception, it is not indicated ex- 
cept in the first ten or twelve hours. After that time, it is not reeommended 
at all. I have never known of a caseof intussusception being reduced in 
that manner. 

I might mention an interesting fact told me the other day by a phy- 
sician who had had large experience in post-mortem work, especially in 
an institution where there were a number of colored children. They found 
post-mortem intussussception ina large number of those colored children 
who died from any cause. 

I believe that is all I have to say, except to urge again the importance 
of early diagnosis and to guard against this matter of procrastinating. 
However, if I am called to attend a man with hernia, I usually do not want 
to wait, and if I cannot reduce it by moderate taxis, and put the bowel 
back in place, in a short time, I advise an operation, and if the patient 
does not consent to it, I advise him to get another doctor. 

——o 


DIAGNOSIS. 


E. E. HUBBARD, M. D., C. M., Shawnee, Kansas. 


——o 
Read before the Kansas Medical Society, May 5, 1911. 

Since I chose this subject, I have had doubts as to the pos- 
sible interest it might create. 

I am hardly expecting to be the means of instructing any one 
to any serious extent, but hope to stir up discussion enough to 
beget an interest. 

I have limited my title to one word, because I will be at lib- 
erty to discuss it from any direction, or any phase of it. The 
main idea will be to make a plea for more and better diagnosti- 
cians, and to discuss the means of becoming such. 

The word coming from the Greek dia—and gnosis, means, 
to know through, or to paraphraze a little, it means “To have 
a thorough knowledge of’’. All preach diagnosis these days, 
and few practice it. 

I have known several men who make a business of bluster- 
ing into the presence of a patient and writing a prescription or, 
administering drugs, with no investigaiton whatever; with the 
idea of appearing to KNOW their business. I suspect that no 
one will deny that a large percentage of practitioners are very poor 
diagnosticians. 

A few illustrations may not be amiss. Let us begin with 
that Old, Old Chestnut, Rheumatism. 
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About ninety-nine times out of a hundred, when a patient 
complains of pain, every body andthe Doctor says, Rheumatism. 
Muscular Rheumatism, rheumatism of the heart, mylagia 
angina pectoris, etc. Poor old rheumatism, like charity covers 
a multitude of sins; but it saves gray matter and satisfies the pa- 
tient, who has an inherited respect for this lot of nondescripts. 

The question, ‘‘what is rheumatism,” intrudes itself’? or 
perhaps what “‘is it not’’? Is it uric acid in the blood, or a de- 
posit in the tissues, or it is a bacterial invasion? 

It is probably nine hundred and ninety-nine times, neither, 
and perhaps never the former. 

I once heard a talkative member of a medical society, say that 
he believed rheumatism to be a germ disease, and that he believed 
urotropin to be the best remedy, because it would dissolve uric 
acid in a test tube. There is much talk of rheumatism of the 
heart, and of angia-pectoris, but there is absolutely no constant 
pathologic condition found for either. To my mind angina-pec- . 
toris, as an entity, is a phantom. 

The name only means pain, and a sense of suffocation in the 
chest, and since no constant pathologic condition has ever been 
found following fatalities from this so-called cause, there is no 
reason for clinging to a mere relic. 

All know that severe pain produces shock and death, as ob- 
served in this condition, and since there is no constant pathology 
of angina-pectoris, and as a rule, none of any sort ever found, it 
may be surmised that the cause and location of the condition have 
been mistaken. 

I am going to maintain for arguments sake, that all of those 
conditions called rheumatism, myalgia, angina, etc., are neuralgia. 
Angina-pectoris is intercostal neuralgia of severe degree, and all 
these other aches and pains called rheumatism are plain neural- 
gia, and can be proven in much the greater percentage of cases 
by tracing the pain over the course of the nerve afflicted. The 
next intruding question is, “‘what is neuraliga’’? Literally, it 
is nerve pain, which is not very diagnostic. Some have wondered 
if it might be rheumatism of the nerve, but since rheumatism is 
not an entity, we must look farther. If we notice carefully, we 
will observe in all of these cases of painful affection, that the pa- 
tients bowels and other eliminative organs are performing very 
sluggishly, seeming to make it reasonable that there is a connec- 
tion between retarded elimination and the pain. 

The changes have been rung on toxemia and auto-intoxica- 
tion, until they may seem to belong to the chestnut class, but I 
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am more and more inclined to the belief, that if our elimination 
could be approximately perfect, we might live as long as the trees; 
whereas, the accumulation of ptomaines and leucomanies in the 
tissues and fluids of the body, at first inhibits all the vital forces 
and finally brings about dissolution. 

In the case in hand these ptomaines and leucomaines circu- 
lating in the body fluids, first comes in contact with the sympa- 
thetic nerves in the capillary vessel walls, and lymph spaces caus- 
ing an irritation of the nerves, which produces a contraction of 
the capillaries supplying the nerve trunks, thereby producing 
anemia of the nerve. trunks, which immediately cry out in pain 
for more blood. 

This may seem far-fetched, but only supply the called for 
blood by producjng hyperemia, by either hot applications or Biers 
method, or massage, and see how soon the pain ceases. 

To return to elimination. Pawlow and others have demon- 
strated that even hunger is caused by the elimination of putri- 
factive waste into the alimentary canal, thereby, causing a toxic 
condition and producing a call for a diluent for the deleterious 
material, in the form of food; by that means preventing a more 
serious poisoning. 

This seems to be proven by cleaning out the alimentary ca- 
nal, and keeping it clean, and as long as it is kept free from the 
presence of excrementitious material there is no hunger. 

I could site a number of cases of poor health, chills, fever, 
etc., all of which cleared up perfectly after cleaning out, and keep- 
ing clean. This is better than letting it ‘“‘Run into Typhoid 
Fever.” 

To proceed with what I may call legendary diagnosis, made 
because it is easy, I will mention malaria: 

How many practitioners tell the majority of their patients 
in the fall of the year that “It’s malaria hanging round”? Ano- 
ther weird something, is typhoid-malaria, or typhoid-malarial 
fever. 

I know a stevaboiin who made the latter diagnosis and appen- 
ded the same to the death certificate, where the patient gave 
all signs of renal insufficiency, showing albumin and casts in the 
urine and dying in uremic coma. 

Another physician made a diagnosis of inflammation of the 
bowels at a distance of ten feet from the patient. His successor 
found the patient suffering with lobar pneumonia. 

A short time ago I had a very practical surgeon tell me that 
the discharge from a suppurating leg had changed in appearance, 
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and had become green, and asked very anxiously, what it meant. 
He had never heard of the bacillus pyocyneous, which often en- 
grafts itself on a previously existing suppurative process. Another 
surgeon wanted to amputate a leg after symptoms of tetanus had 
set in. 

Central nervous lesions are most difficult to diagnose, and 
require a very thorough knowledge of the anatomy and physiology 
of the brain and cord. A very good example of very poor diag- 
nostic ability, is that of a man of perhaps thirty-five years of age, 
in the hands of a man of twenty-six years of practice, who had not 
recognized typical symptoms of appendicitis which showed from 
the beginning, and went to tumefaction, rupture and shock, with 
a red area as large as a dollar, over McBurneys point, and finally 
foecal vomiting, when the attendent concluded it was intussu- 
sception. 

Why do we observe men running to hobbies; one man finds 
appendicitis at every turn, another finds gall stones, another 
pus-tubes, another ectopic-gestations, etc., etc. 

I know a man who has a fine microscope. He can do one 
thing with it; find gonococi. Another has a fine static machine; 
he can use the spark and the breeze. 

The reason for the hobby riders is that they study, and 
know, reasonably well, only one thing perhaps, and are always 
on the lookout for it, and they find it. 

Guthrie in the Journal A. M. A., January 28, 1911, gives the 
views of such men as Rodman, White, Brewer, Binie, Howard, 
Kelley, Crile, Ochsner, Murphy, W. J. Mayo, etc., as to their ideas 
of the requirements for the making of a surgeon. 

I might very acceptably appropriate all of these views to 
the use of this paper; for, to do surgery, of all else, one must be 
a diagnostician, unless he is willfully willing to do more harm 
than good. 

An epitomized statement of the above mentioned opinions 
would be to the effect, that one must have a good common-sense 
education and common-sense enough to use it. He must then 
have a good medical education and supplement it by hard study ~ 
and practice, and must not ignore anything in the line of medical 
knowledge and experience. 

In other words he must be an omnivorous reader, and obser- 
ver, and withall be very practical and not easily veered by the 
fads. 

There is no reason for an individual to be a back number, 
or a block-head, if he will take from three to six good journals 
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and read them. 

There are many very chaffy articles to be found in the jour- 
nals now-a-days, and many men effect to become disgusted and 
stop reading ,and take no journals at all. Others claim to be 
too busy to read. The chances are they are either too lazy or too 
ignorant to read effectively. Let me leave this with you. When 
one may know, it is a crime not to know. 


DISCUSSION. 

DR. J. W. BOLTON, (of Iola): There is no question but physicians 
err many times in the matter of diagnosis, and when a patient comes to 
us we will take their temperature, feel their pulse, examine their mouth, 
and let it go at that. There is no condition which probably presents more 
opportunity for false diagnosis, than that of malaria. I will relate a case 
which impressed this fact very forcibly upon my mind. It was that of a 
child, a girl about 10 or 12 years old, who had been in the hands of several 
physicians all of whom agreed upon a diagnosis of pulmonary tnuber- 
aa. The mother related a history which indicated that the child had 
swallowed a tack about one year previous. The child had a dry hacking 
cough aggravated by a slight cold, regardless of this the mother surmised 
that the tack had something to do with her condition, requesting an X-Ray 
examination. The child was thin and anemic when brought to my office, 
I applied the X-Ray, concluding that if there was a tack in the respiratory 
tract, it would appear readily, but the skiagraph revealed no evidence of 
a foreign body. I inquired into the history of the case very carefully and 
ascertained that there had been repeated colds followed by stages‘of fever 
and sweating. She had a temperature of 104 when I examined her, and I could 
find nothing else to account for her condition except malarial infection, 
and so-diagnosed the case. The child recovered under anti-malarial treat- 


ment. 

DR. H. BRUNIG, (of Hillsboro): I rather think we have got the 
most interesting paper at the end of our afternoon meeting, when most of 
the members have gone, certainly it should induce quite a discussion, in- 
asmuch as the disease of rheumatism has been knocked out, although, 
not convinced, I still think there is such a disease. At least we have a 
rheumatic fever, and have a regular course of disease which follows a cer- 
tain train of symptoms, and certainly cannot be disregarded. It may be 
such a thing there are cases that probably ought to be classified as rheu- 
matism, or a mistake may be made both ways: They may be ealled neu- 
ralgia, or the neuralgiac cases may be viewed as rheumatic. 

I'think however, that many times these mistakes have arisen from the 
patient and are not really the mistakes of the Doctor. We may have a 
patient complain of 5° and simply think she is neurotic, and is detail- 
ing a symptom which has no pathologic foundation. We might as well 
call that rheumatism as well as anything, because we cannot tell the patient 
she is neurotic, or he is neurotic. I might say these diagnoses are made 
for the patient’s benefit, and while the Doctor has not the opportunity to 
investigate and find out what he or she is really suffering from, as long as 
the patient gets well, anyway, the name does not make any difference. 
Often the doctor is censured, when he really does not deserve it. 

Diagnosis is the most a aa field of the Doctor’s activity, and the 
most important thing in making a diagnosis, is method. It would have 
pleased me greatly, if Dr. Hubbard had given us his method or routine in 
making a difficult diagnosis. Say, for instance, where the patient complains 
mainly of loss of weight, and strength without any obvious anatomical 
lesion. My method, is invariably as follows: First: Patient’s complaints 
or subjective symptoms; let the patient do the talking, then ask as many 
relevant questions as possible including family history, personal history, 
occupation, ete. Then the physical examination, beginning with the head, 
eyes, ears, nose, mouth and pharynx; then the cervical region and thyroid 
and supraclavicular fosse, then the lungs and heart, then the {various divi- 
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sions of the abdomen and sexual organs; then the extremeties, then the 
reflexes, then the excretions. If gastric cancer is rr a also use 
what in Vienna they call the Rothan Kali test, to which they seem to at- 
tach a great deal of importance. This is a test of the saliva based upon 
the absence or presence of the cyanide contents of the saliva. : 

The modus operandi is as follows: Dissolve 6 grains of sesquechloride 
of iron in 20 drops of water, and 3 drops of H. cl; heat until color darkens 
slightly, then have patient spit on a piece of paper and pour near the spit- 
tle a drop of the test solution, and draw a streak of the test solution through 
the spittle; if it leaves an orange red or brown streak the test is positive, 
and indicates that the saliva is norma,l; if it does not react, the presence 
of cancer is suspected. This test will often fail, especially in tobacco chew- 
ers whose saliva is too dilute. In Europe they use a beaker to make this 
test, but the paper modification is much easier and cleanlier. 

DR. W. oF CURRIE, Gane I have thought sometimes we are 
about as well off if we did not make known our diagnosis. I have hada 
good many patients coming to me for diagnosis of their peculiar troubles, 
and after advising them, I have discovered the next day or a few months 
after, they are having their vertebraes rubbed back into place, and all I 
get out of it is the diagnosis, so I am led to think that the better part of 
discretion is silence in the matter of diagnoses. 

DR. HUBBARD, (closing discussion): I had rather hoped this would 
be discussed more freely, because I expected that perhaps I had run against 
a snag in saying that rheumatism was a fallacy, but it has been my opinion 
for several years that this is a fact, and that the old chestnut catarrh goes 
along with it. 

Now the history of the word rheumatism, and the term catarrh begins 
at the very small point. The original thing was infection of the mucous 
menibrane which was named rheumatism. The word is derived from 
the Greek, rhomnia, which means ‘‘to flow,’ and it was afterwards dropped 
from the mucous membrane and called catarrh. from the Greek kata down, 
and rheo, flow. So you see the history of the word does not enlighten ohe 
or mean anything in the world. When we come down to the pathology of 
rheumatism, we do not find any one specific organism which is constant 
in all cases. We may have half a dozen cases of so-called ‘‘rheumatism”’ 
and probably have as many different organisms present. 

A friend has proceeded to call me down by saying there was such a 
thing as articular rheumatism, but we find the same thing in acute articular 
rheumatism It is simply a bacterialization, and we do not know how it 
gets there. When you come to diagnose rheumatism, as the Doctor here 
says, you might as well call it that as something else; for we have to make 
a diagnosis. - 

I would like to see us get away from these old chestnuts. If we have 
a case of articular rheumatism, call it arthritis, and that is the best we 
can do. In cases where there seems to be a_ clogging of the system by 
uric acid, it is possible a case of poor elimination. 


A REPORT OF FIVE CASES OF ECTOPIC PREGNANCY. 


DR. E. E. MORRISON, Great Bend, Kansas. 


Read at the joint maging ot the Rice, Eitlsworth, McPherson, Reno and Barton County 
Medical Societies, Sterling, Kansas, May 25, 1911. 


An extra-uterine pregnancy is one of the most serious condi- 
tions that we encounter. Without surgical intervention, 50% 
of all cases die within a few weeks from the time of the first signs 
of trouble. In the remaining 50%, there is continual ill health 
and frequently resulting death within a few years. 
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The series of cases that follows, while short, serves to direct 
attention to several matters pertaining to diagnosis and treat- 
ment. 

Case 1.—-Mrs. P., age 25; mother of four children, the young- 
est, eight months old; had not menstruated since birth of last 
baby; was seized with violent pain in the lower abdominal region 
while at work, had noticed a slight bloody discharge for a few 
days previous. Examination revealed a cervix that was soft 
and blue; uterus slightly larger than normal; no palpable mass; 
pulse 120, face pinched; extremities cold. Pain was relieved 
by hypodermic of % grain of morphine, pulse dropped to 105 
and general appearance improved. Patient remained in bed for 
a few days then went about her work feeling as well as usual. 
Two weeks later, she was again seized by excruciating pain in 
the lower abdominal region while at stool. The symptoms above 
described were repeated and were more severe. Upon examina- 
tion a small mass was detected at the left side of the uterus, the 
case was diagnosed as ectopic pregnancy and removed to the 
hospital. Upon her arrival there as her condition had improv- 
ed materially and as she had a temperature of 101, it was decided 
to, wait for further improvement before operation. The tempera- 
ture stationary for three days and then was practically normal 
for one day. Another hemorrhage being feared it was decided 
to operate. The operation was done at nine o’clock in the 
morning. Jt was found that impregnation had occurred in the 
left tube and that the tube had ruptured. Some clotted blood, 
not a great amount was found in the peritoneal cavity and clean- 
ed out. The impregnated tube was removed and the incision 
closed. Patient left the table in good condition. At three o’clock 
in the afternoon she had a, pulse rate of 140 and a temperature 
of 104. She had considerable abdominal distension and tender- 
‘ ness. The extremities were cold and clammy. This condition 
continued throughout the night and death followed the next 
morning, twenty-four hours after operation. 

Case 2.—Mrs. F., age 23; record does not show previous his- 
tory except that for a few days before admission to the hospital she 
had suffered from symptoms which caused three physicians to 
diagnose an ectopic pregnancy. She had a high, thready pulse 
and not very much strength. She was operated on at once and 
a tubal pregnancy was discovered and removed. There was 
considerable fresh and clotted blood in the peritoneal cavity, 
most of this was removed. ‘The next morning, the pulse rate was 
120 and the temperature was 102. Both subsided promptly and 
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the patient made an uneventful recovery being discharged from 
the hospital at the end of 19 days. 

Case 3. Mrs. W. age 26; no history of previous pregnancies 
or of. menstrual disturbances; had an attack of violent pain in 
the lower abdominal region of such a nature as to cause her at- 
tending physician to suspect a threatened abortion. Later the 
results of his examination and his general observations caused 
him" to believe that he was dealing with an extra-uterine pregnancy. 
The case passed out of his hands and into the hands of a man whose 
diagnosis was ‘‘bellyache’’ and whose prediction that the patient 
would be alright as soon as her bowels were well emptied, seemed 
fulfilled to the letter. This woman got out of bed in a week and 
did most of her work. Continual pain in the pelvic region caused 
her to seek further relief. Her temperature and pulse rate were 
normal, cervix soft, a history of irregular bloody discharge for the 
last three weeks was given. A small mass was easily outlined 
at the right side of the uterus. She was admitted to the hospital 
on Dec. 29, where she was operated on the next day. An impreg- 
nated right tube was found and removed. There was not very 
much blood in the peritoneal cavity. Recovery was prompt 
and the patient was discharged, January 12, fifteen days after 
admission. 

Case 4. Mrs. A., age 33; history previous to admission to 
the hospital, not very clear, her case had been diagnosed and 
treated by her two attending physicians as obstruction of the 
bowels. She came to the hospital ten days after the first symp- 
toms. At that time she had no uterine discharge, there was a 
distinct mass felt in the cul de sac and there was a distinct mass 
readily outlined in the left inguinal region. Her general con- 
dition was bad. Upon opening the abdomen a large amount of 
clotted blood was found filling almost the entire pelvis; the in- 
testines were united in a mass of adhesions around the accumu- 
lation of blood. A sac as large as a hen’s egg was found where 
it had been partially expelled from the left tube. The sac was 
still intact and contained early placental tissues and a_ small 
foetus about an inch and a quarter in length. This woman made 
a good recovery and was discharged at the end of the fourth week. 

Case §. Mrs. W. age 32; mother of four children, the youngest 
being three years old. Menstrual periods regular since she quit 
nursing her baby two years ago. One evening as she was get- 
ting ready to go to church, she felt sick and as though she were 
about to menstruate. It being about the proper time for such 
event she paid little attention to her pains and went to church. 
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She came home feeling much worse and the next morning sent 
for a physician. He found her in a great amount of pain, and 
did not observe any physical condition of importance. She con- 
tinued to have paroxysms of pain at irregular intervals for about 
six weeks. During this time she was in bed most of the time and 
called her medical attendant only three times. She had almost 
unbearable pain in the rectum at times. At other times she had 
pain as severe in the region of the symphysis pubis. All of this 
time she had what she described as a scanty menstrual flow. 
She complained of extreme pain during defecation. At about 
the end of six weeks, I examined her and found a cervix as hard 
as though it were carcinomatous. It was shrunken and not dis- 
colored. The top of the uterus was lost in doughy mass filling 
the pelvis. This mass was easily outlined above the pubic bone 
in the left inguinal region, in the vagina on each side of the ut- 
erus and in the cul de sac. Rectal examination revealed the same 
mass and nothing else of an abnormal nature. Her temperature 
was normal. Her pulse rate was between 90 and 100. Seven 
weeks after the initial attack she was admitted to the hospital. 
The abdomen was opened and about two quarts of clotted blood 
removed. This was walled in very closely by firm adhesions 
that were broken down sufficiently to gain room to work. A 
mass of decidual tissue enclosed in a sac which had been expelled 
from a ruptured tube was removed. Patient had considerable 
post-operative distress for a day or two and then made a comfor- 
table and uneventful recovery. She was discharged from the 
hospital at the end of the third week well enough to make her 
railroad journey of 100 miles and subsequent automobile ride of 
18 miles alone and unaided. 

None of these cases had any symptoms that claimed atten- 
tion until the woman was seriously ill. So far as I am informed, 
‘ only one had the classical text-book symptoms. In none of them 
was the hemorrhage of sufficient gravity to cause death within 
afew hours. My experience with these cases would incline me not 
to operate immediately after the occurrence of the hemorrhage 
unless I could do the work very soon. A person suffering from 
shock never stands the additional shock of an operation well. 
If one clings to the usual ideas of our authors in the matter of diag- 
nosis, he is apt to stray off in the wrong direction. It is only a 
short time since very much has been known about extra-uterine 
gestation. The first operation for the relief of the condition, of 
which we have any accurate knowledge was performed in 1883 
by Tait. It is not a very frequent condition. It is believed to 
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occur in from one in 500 to one in 1000 pregnancies. The condi- 
tion has not had the study that appendicitis or that the relief of 
inguinal hernia has had. Authorities cling to the authority 
preceding them. For these reasons much that has been written 
about ectopic gestation is misleading to the man who sees his first 
case. In reaching a diagnosis, it is of much value to exclude other 
possible pelvic disorders. It is a thing to be examined carefully 
from all possible view-pionts. 

Why my first patient died, I have never known. I suspect 
that she had before the operation some nidus of infection which 
I stirred up, though at the time I saw absolutely nothing to war- 
rant such conclusion. 


THE SUPERVENTION OF CARCINOMA ON THE SITE OF 
CHRONIC ULCER OF THE LEG. 


D. W. BASHAM, M. D., Wichita, Kansas. 


Read by title before the Kansas Medical Society, May 3, 1911. 


It is not to be maintained that ulcer is a very frequent cause 
of malignant neoplasm. Nevertheless, there are too many un- 
doubted cases where cancer has developed upon the site of an old 
ulcer, a burn, eczema, or an X-Ray burn to permit us to pass the 
matter by as mere coincidences. It is altogether probable 
that an X-Ray burn, an old eczema, or a common burn might 
be the cause of cancer as readily as an old ulcer. The influences 
over tissue metamorphosis are the same in all these pathologic 
conditions, whether the pathogenetic metamorphosis is actuated 
by chronic irritation and inflammation or by irritant chemical 
medicaments so often employed in the treatment of these things 
it is impossible to say. It seems to have been an idea of Virchow 
that the malignant cell and consequently the malignant neoplasm 
was the result of an accident to metabolism. The insult to the 
normal process of metabolism must be of such a nature as to per- 
vert the cytogenetic forcesfrom the fulfilment of their work in 
producing the perfect cell. The self-evident fact in the genesis 
of malignant tumor is that the malignant cell must have its ori- 
gin somewhere in the course of ordinary metabolistic changes. 
The question then naturally arises as to whether the malignant 
cell is due to pathologic cytogenesis probably the result of a 
pathologic physiology of some important part of the chylopoietic 
system as probably is the case in pernicious anemia, or is the cell 
which was normal in the beginning changed to a malignant type 
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at some part in its development through the effect of peripheral 
irritation. 

Carcinoma seems to be the form of malignancy originating 
most frequently from chronic ulcer. It would, therefore, appear, 
that long and constant irritation is necessary to produce a true 
cancer. 

There can be no doubt that sarcoma very often has its origin 
in an injury. The injury is usually but a slight one and the sar- 
comatous neoplasm usually makes its appearance within a few 
months. 

Why the chronic ulcer should result in carcinoma and the 
acute trauma in sarcoma is not yet understood. As stated in 
the beginning, we do not propose to claim that chronic ulcer is 
a very frequent cause of cancer, but we must keep in mind that 
there are many cases of carcinoma which undoubtedly have their 
origin in old ulcers, the cicatrices of burns, lupus and chronic 
eczema. There must, therefore, be something in these chronic 
conditions which exerts a power either to originate a malignant 
cyto-biosis or to convert the normal cell into a malignant type. 

Case. Mr. W. E. G., aged 75, height 6 ft., weight 200 pounds, 
causacian race, widower, retired banker, residence Yates Center, 
Kansas. Temperature 100 F., pulse 100 per minute, tongue 
furred, bowels constipated, and skin dry. 

His father died at the age of 75 years of some disease of the 
stomach. His mother died of pneumonia, aged 65 years. His 
paternal grandfather was drowned at sea at the age of 40 years. 
His paternal grandmother lived to a great age. He had eight 
brothers, all dead but one. Four brothers died in infancy, one 
brother died at the age of 70 of cancer of the bowel. Another 
brother died of typhoid fever, and another of pneumonia, ages not 
given. The brother still living is fifty years of age. 

He had four sisters, all dead but one. One sister died of ty- 
phiod fever one in status parturientes, and the other in adoles- 
cence. One sister is still living at the age of 53 years. 

The patient has had ill health all his life. During early life 
he was afflicted with a chronic cough. At the age of twelve he 
was bitten by a rattlesnake on the inner aspect of the right ankle. 
At about the age of eighteen years he fell from a house lacera- 
ting the soft tissues of the right leg extensively, At the age of 
twenty-seven, and while serving in the army he sustained a fall 
from his horse, injuring the right leg at the present_site of the ep- 
ithelioma. This injury was three or four months in healing. 
The sore did not remain healed, but was alternately opened and 
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closed until about eight years ago, since which time it has always 
The veins in the diseased leg have been enlarged 
and tortuous, and are still so. Until about three years ago there 
was nothing unusual in the appearance of the sore: At this 
time a small cauliflower excrescence appeared in the ulcer look- 
ing different from anything that had occurred before. From this 
excrescence a watery fluid was excreted. There was no odor emit- 
ted from the sore at this time. A medical man removed this 
cauliflower excrescence by means of caustic, exactly what, the 
patient did not know. 

About three or four months before he came to the hospital 
a fungus mass appeared in the ulcer which discharged a watery 
fluid that gave off a foul odor. The sore had had a disagreeable 
odor for sometime before the fungus mass was observed. 

The growth having all the macroscopic appearance of can- 
cer, a section was removed under Schleich’s infiltration anes- 
thesia for microscopic examination. The microscopic work 
was kindly done by Drs. Anderson and Seydell, house surgeons 
for the St. Francis Hospital at that time. The sections showed 
the neoplasm to be an epithelioma. 

Amputation was decided upon and on January 29, 1910, the 
limb was removed just above the knee by the Lister modification 
of the Carden operation. The operation was placed above the 
knee joint for the reason that I felt that immunity might more 
certainly be obtained by going higher. The convalescence was 
without incident and the patient still remains well. The ulcer 
was situated on the external and anterior aspect of the right leg. 
It began four inches above the external maleolus. It extended 
five and a half inches up the leg. It was seven inches in the trans- 
verse direction. The leg was seventeen inches in circumference. 
The growth was a foul looking malodorous cauliflower excrescence, 
ulcerated here and there. The edges raised and sharply circum- 
scribed. Bleeds easily and freely and of livid color; above the 
growth the skin was eczematous. Below the mass the ankle and 
foot were edematous. There was small ulcer two and a half 
inches long by one and a half inches wide in front of the ankle. 
The edges of this small ulcer were hard and its center was composed 
of an islet of apparently healthy skin. Another small ulcer semi- 
lunar in shape with hard edges was situated just above the exter- 
nal malleolus. There was another small ulcer above the growth 
on the anterior surface of the leg. The tibia and fibula were both 
involved in the malignant process. Depth from highest part of 
growth to bone, one inch. Muscles and their sheaths infiltrated. 
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Also the anterior tibial nerve. Miscroscopic sections were taken 
from the small ulcer, from ulcer situated anteriorly above the 
mass, and from the main tumor including adjacent skin. 

The photographs will serve to give some idea of the appearance 
of the case. JI may add that a thorough study of the sections 
at leisure after the operation confirmed the diagnosis of epithe- 
lioma. 


— 


CARDIAC ARRYTHMIA. 


‘THOR JAGER, M.D. Wichita, Kansas. 


Read before the Kansas Medical Society, May 5, 1911. 

In the last few years the clinical as well as laboratory inves- 
tigations have advanced our knowledge in some very important 
and vital respects in regards to the physiology and pathology of 
the heart. Some of our time-honored theories have been changed 
and in some other respects we have gone back to theories held 
many years ago. ‘There are still some fundamental physiological 
questions to be settled before we can expect to gain a satisfactory 
explanation for certain phenomena of the heart. With the ac- 
ceptance of the myogenic theory of cardiac contractions, e. i., 
the theory which holds that the stimulus causing the contraction 
originates in the heart muscle cell itself, quite independently of 
extra-cardiac nerves, we made a tremenduous advance and still 
it seems as if that theory will have to be modified in the light of 
later investigations. Through the brilliant embryo-logical re- 
search work by His jr., it was shown that the ganglion cells of the 
heart, which, according to Ludwig and others were the motor 
center of the same, have an extra-cardiac origin and grow into 
the heart at the time when it already has shown typical con- 
tractions. It would seem that this argument alone would be 
sufficient to establish the truth of the myogenic theory of Engel- 
mann. Further it is shown that excised parts of the heart mus- 
cle, which careful microscopial examination had proved to be 
absolutely devoid of ganglion cells, were able to carry out typical 
muscular contractions. The myogenic theory has of late heen 
challenged by the upholders of the neurogenic theory, and it | 
would seem as if the heart ganglia would regain some of their 
former dignity. With the discovery of the so-called auriculo- 
ventricular bundle of Hisand its complicated branching system 
connecting the auricles with the ventricles, did not only the myo- 
genic theory receive a strong support, but we also obtained an 
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explanation of some hitherto not understood clinical phenomena. 

It is generally assumed that the motor impulse of the heart, 
begins at the opening of the vena cava superior, and that the 
impulse from there is transmitted to the auricles by the way of 
- a special muscle bundle, anatomicially resembling the His bundle, 
the so-called sino-auricular bundle or nodes of Keith and Flack. 

From the auricles the motor impulse is carried to the ven- 
tricles over the well known His-Tawasra mucular system. 

In regards to the sino-auricular bundle of Keith and Flack, 
there is still some doubt as to its exact physiological function. 

The normal pulse is characterized by equality not only of 
the size of the individual pulse waves, but also the time interval 
separating the waves. Any disturbance of this normal relation- 
ship is classed as arrythmia. Arrythmia is observed as a symp- 
tom of various pathological conditions of the heart and also as 
a purely nervous disturbance of the cardio-vascular system. 
Various types are distinguished. 

Simple arrythmia, or sinus irregularity, in which type the ~ 
individual pulse waves are of normal and equal size, but the time 
between them slightly altered. It may be decreased or increased 
in length. We meet with this form of arrythmia most frequent- 
ly in children after the acute infectious diseases and also in men- 
ingitis. It is quite harmless and has no clinical significance. 
A post diphtheritic arrythmia however, is not of this type and 
should at once make one suspect a myocarditis, so commonly 
a sequel of this disease. The so-called respiratory arrythmia 
also belongs to this class. Even in a normal individual with a 
healthy heart one may find that the rythmus is changed on deep 
inspiration, and usually in such a manner that the pulse beats 
become more frequent and smaller during inspiration, and slower 
and stronger during expiration. This simple arrythmia usually 
disappears after the use of atropin. Pulsus paradoxus is a special 
variety of respiratory arrythmia and is characterized by a more 
marked effect on the pulse on deep inspiration. It may be so 
marked as to cause a complete disappearance of the pulse during 
inspiration: This type was first described by Kussmaul, and 
is most commonly seen in intra-thoracic conditions producing 
a traction on the large vessels as in mediastinitis and pericarditis 
with adhesions. 

Extrasystole is also a common form of arrythmia. In order 
to understand the production of this form of arrythmia it is nec- 
cessary to recall certain physiological facts. A slight stimulus, 
sufficiently strong to produce a cardiac contraction always results 
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in a maximum contraction of the heart. Following this contrac- 
tion the heart enters into a so-called refractory period when no 
stimulation, be it ever so strong is able to produce a contraction. 
This refractory period is most pronounced immediately before 
and after the systole.. 

If one experimentally stimulates the ventricle of an animals 
heart during the diastole and after the refractory pause has ceased 
the heart responds by the production of a premature contrac- 
tion, a so-called extrasystole. Following this extrasystole the 
heart agains enters into a refractory state and when it receives 
the next physiological stimulation from the auricle, it thus finds 
the ventricle not responsive and in consequence the next normal 
contraction does not take place. This pause following the ex- 
trasystole is called the compensatory pause. The next normal 
stimulation from the auricle, however, produces a contraction. 
The interval between the systole preceding the extrasystole, and 
the one following the same occupies therefore, twice the normal 
time between two heart contractions. This long pause gives 
rise to an irregular pulse and as the extrasystolic wave frequent- 
ly fails to reach the radial artery it may simulate a brady-cardia. 
On auscultation of the heart the extrasystole is heard as a pre- 
mature contraction following the normal systole. This extra- 
systole is not only observed objectively, but the patient himself 
often is conscious of its occurrence as it gives rise to a jerky sen- 
sation in the region of the heart. According to Hering the extra- 
systole is caused by an abnormal irritability of the cardiac mus- 
cle caused by inflammatory changes of the myocardium or en- 
docardium or in any condition producing distention of the cham- 
bers of the heart. This does not permit one to conclude that there 
always are organic changes in the heart causing the extrasystole. 
Frequently it is only the manifestation of the nervous cardiac 


disturbances. 


To differentiate between an extrasystole of organic or ner- 
vous origin, it is important to ascertain whether it is associated 
with subjective disturbances or not. The ‘‘nervous’’ extrasys- 
tole is usually preceived by the patient as a strong jerk in the 
region of the heart, while the one caused by organic disease sel- 
dom causes objective symptoms. The greater the subjective 
disturbance associated with this phenomena, the less marked its 
clinical significance. In clinical as well as experimental work on 
the heart we not only meet with extrasystole of ventricular ori- 
gin, but also of auricular origin. From stimulations arising from 
the auriculo-ventricular bundle we may get synchronous extra- 
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systoles of auricles and ventricular. The sinus extrasystole sup- 
posed to originate in the bundle of Keith and Flack has only a 
theoretical interest. The extrasystoles may occur in a regular 
or irregular order. If one extrasystole occurs regularly after 
each systole, we speak of a pulsus bigeminus, i. e., two beats fol- 
lowing closely to each other and separated from the next beat by 
long pause; if two extrasystoles follow one normal beat, we have 
a pulsus trigeminus. The extrasystole never causes a normal 
pulse wave in the radial artery, often it is never felt there and if 
present at ali, is much smaller than the normal wave. 

We have in heart block a form of arrythmia that has been 
most thoroughly studied experimentally as well as anatomically, 
and clinically. In speaking of heart block we usually refer to the 
block at the auriculo-ventricular junction, although other forms 
exist. This is due to a failure of the bundle of His to properly 
conduct the impulses from the auricle to the ventricle. It may 
be due to organic or functional disturbances of this bundle, and 
it may be partial or complete. The auricles and ventricles in 
the complete block beat quite independently of each other, the 
auricle usually continuing at the normal rate and the ventricle 
assuming a rate of its own, usually a much slower one, thus there 
may be two three or more, auricular contractions to each ventri- 
cular beat. If the interruption is due to an organic disease, it 
is usually caused by inflammatory changes, gummata or in rare 
instances, tumors. The functional heart block, without evident 
organic lesion of the His bundle may be produced by certain poi- 
sons, the one due to digitalis, being the most important, which 
drug therefore is absolutely contra-indicated whenever we have 
reason to suspect a heart block. This digitalis drug reduces the 
conductivity of the bundle of His. Irritation of the vagus also 
causes a partial heart block, which, of course diasppears after its 
ending has been paralyzed by atropin. In a number of cases pre- 
senting heart block, but by no mean in all, we may at times ob- 
serve the so-called Adams-Stoke Syndrome, characterized by a 
marked and lasting bradycardia, attacks of unconsciousness and 
at times epileptiform convulsions. This is practically always due 
to an organic lesion of the bundle of His, but there are a few cases 
on record which make it seem possible that it may also occur in 
a block due to an over-stimulation of the vagus. The sino-auri- 
cular block due to an interruption of impulses from the sinus 
nodes of Keith and Flack, situated at the mouth of the vena cava 
superior we must consider as very doubtful. The investigators, 
who have tried to determine the function of this bundle or node 
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have reached such different conclusions that it would be rash as 
yet to speculate too far on its clinical significance. Hering thinks 
he has been able to cause a cessation of the auricular contractions 
by severing the connection between this bundle and the auricle, 
and more recently he has announced that the destruction of the 
same in some instances, causes the auricles and ventricles to beat 
synchronously. In my own investigation, published in August 
1910, I failed to produce any such disturbance of the rythmus 
after the nodes had been partially or completely destroyed by 
means of the actual cautery. Other laboratory investigators have 
come to still different conclusions, so we must consider the ques- 
tion of the physiological function of this bundle or node as still 
unsolved. If a sino-auricular block really does exist, it is proba- 
ably due to a more extensively lesion at the vena cava superior- 
auricular junction rather than to a change in the node itself. 
The so-called interventricular block,-due to a disassociation of 
the right and left ventricle is also doubtful, although there are 
cases reported by good clinical observers. 

Pulsus alternans, which strictly is not a form of true arry- 
thmia is characterized by alternating stronger and weaker con- - 
tractions of the heart. The pulse then shows one large wave fol- 
lowed by a small one, the interval between the same remaining 
normal. In extrasystolic arrythmia we may also observe such 
alterations, but there the interval is not normai. the smaller 
wave occurring prematurely. This form of arrythmia is thought 
to be due to a lessened contractility of the heart muscle and is 
therefore prognostically an unfavorable sign. 

The pulsus irregularis perpetus, the absolute irregular heart, 
is a form of irregularity, which of late has been widely discussed 
and has been the subject of much clinical as well as experimental 
investigations, especially by MacKenzie and Hering. ‘The latter 
originally assumed it was due to a synchoronous contraction of 
the auricles and the ventricles, or perhaps to a failure of the auri- 
cles to contract at all, i. e., a paralysis of the auricles. Lately 
the theory has been advanced that is is due to fibrillations of the 
auricular musculature, i. e., irregular contractions of the various 
muscles bundles of the auricular myocardium. Here the indivi- 
dual pulse beat follow each other in an absolutely disorderly man- 
ner, and in its true form the arrythmia never diasppears. It is 
doubtful if the cases which presented simular form of arrythmia, 
but which did not persist, should be put in this class. Hering, 
who has called our attention to the pulsus irregularsis perpetus, 
believe it to signify a tri-cuspid insufficiency, but now we know 
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that it is met with in many other conditions of the heart, most 
frequently in chronic myocardial insufficiency and in mitral di- 
sease. In general it is a relatively unfavorable sign, but may 
improve under the digitalis therapy. 


The paroxysmal tachycardia is by some authorities classi- 
fied among the arrythmias of the heart, but we do not feel that 
it properly belongs there. 


For the scientific study and diagnosis of the various forms 
of arrythmia it is necessary to make synchronous tracings of the 
apex beat, the radial artery and the jugular vien. We have now 
a number of different cardiac sphygmographs permitting the 
graphic registration of the same. The writer uses Jaquet cardo 
sphygmographs and finds it a very convenient and practical in- 
strument. In the last few years the electro cardiogram has 
taught us a good deal about the various forms of arrythmia, but 
it is not within the scope of this paper to discuss this complicated 
method, which demands very elaborate apparatus, and after all, 
yielding but few results of practical importance. 

——o 

Abdominal Symptoms in Thoracic Disease.—The simulation 
of abdominal disease by deep tenderness, muscular rigidity, col- 
lapse and the Hippocratic abdominal symptoms of rupture and 
peritonitis in purely thoracic affections, one of pneumonia operat- 
ed on for perforation and peritonitis, but proving to be pneumonia, 
and the other of pericarditis and upper lobe pneumonia simu- 
lating peritonitis, are reported by A. R. Edwards, Chicago (Jour- 
nal A. M. A. June 17). He reviews briefly the symptoms as 
described in the literature, and insists on the following points as 
proper to be considered: ‘‘1. Pneumonia, pleurisy and pericar- 
ditis, at their very onset, may present absolutely no symptoms 
other than the abdominal findings. 2. These phenomena of 
invasion may completely resemble appendicitis, peritonitis of 
other etiology or even the collapse of perforation. 3. Diagnos- 
tic errors and unnecessary operations may be unavoidable. Im- 
mediate operation is imperative, and the small percentage of er- 
ror is negligible in comparison with the benefits of early opera- 
tion in genuine indications (particularly as 80 per cent, of patients 
operated on under a mistaken diagnosis recover). 4. The ten- 
derness does not always remit with deep, flat pressure, and relaxa- 
tion of the abdominal parietes, between respirations, is not invaria- 
ble. 5. The general symptoms do not invariably overshadow 
the local, the latter at times being the more salient.” 
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3rd District, Hugh B. Caffey, Pittsburg: 4th District, W. E. McVey, Topek a; Sth District. W. E. Currie, 
Sterling: 6th District, Arch D, Jones, Wichita; 7th District, F. M. Dailey, Beloit; 8th District, O. D, Walker, 
Salina; 9th Dis trict, C.S.Kenney, Norton; 10th District, E, J. Beckner, Seldon; 11th District, J. A. Dillon, 
Larned; 12th District, W. F. Fee, Meade. 


EDITORIAL 


When one considers the attendance at the other state medical 
society meetings has been way below the average then the atten- 
dance at our last meeting does not seem so small; for instance: 
California and Texas had in the neighborhood of 200 registered 
at their last annual meeting. This simply goes to show that it 
is an ‘‘off year’ for medical meetings but no argument why our 
society should not be better attended. Is it because we are 
getting too blase or force of circumstances. Certainly with a 
a membership of eleven hundred, we should have an attendance 
of at least three hundred. MHere’s hoping that the ‘‘crops’’ will 
be so good, money plentiful and indications for a large 
attendance at Hutchinson in May 1912. 

To say that we are anything more than figure-heads when 
it comes to getting anything in the way of legislation from the 
law makers, only about half tells it. We are to express itin the 
street slang, ‘“‘muts’’. When the medical fraternity asks the 
state legislature to pass a bill helping to stamp out disease, de- 
crease the mortality or anything under the sun that looks like it 
comes from the physicians singly or collectively, then the learn- 
ed (pardon the word) legislators immediately feel a sense of duty? 
they owe their constituents to fall upon it and stab it to the heart. 
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On the other hand if the optometrists, christian scientists, or any 
other sect or body that even looks like it opposes medical practice 
comes up with a bill it usually goes through without much trou- 
ble. Just how long are we going to ‘‘stand for it’? How long 
are we going to set idly by while some legislator gets up on the 
floor of house or senate and makes a speech attacking a bill that 
has been endorsed by the medical profession of the state and sets 
himself up as a judge to decide a question that at most he has 
only the slightest knowledge. How long are we going to let chris- 
tian scientists, irregulars and medical what-nots control the de- 
stinies of medical progress in the state? The answer is this: 
Just as long as we fail to see our legislators or rather the candi- 
dates before election, and when we find any candidate, that has 
ideas detrimental to the welfare of medicine or medical progress 
fail to ‘‘go after him.’’ We must have the political power if we wish 
to help humanity. Does it not sound strange that we must go 
into politics to keep humanity from getting sick. But such is 
an absolute fact. If we want to keep down harmful legislation 
and get through good legislation, we must have power and that 
power can be gained only by getting into politics. We must sound 
every legislator on medical bills that are to come up at the next 
session and those legislators that don’t speak the Kansas (medical) 
language or will not ‘‘get right’’ we will get out our axe publicly, 
privately and with malice aforethought smite him politically 
dead. Lets wake up the ‘‘natives’’ and with a war whoop that 
will startle if not cast into hysterics, the legislators, who, either 
will not listen to reason or else have not the ability to grasp it 
into action, that will be just. We want nothing unreasonable, 


merely to protect those who are too weak physically or men- - 


tally to protect themselves. 


SOCIETY NOTES. 


The summer meeting of the Golden Belt Medical Society 
was held at Salina, Kansas, July 6, 1911. The following pro- 
gram was given. 

Paper, ‘‘Some Causes and Treatment of Headaches,” Dr. 
J. W. Simmons, Salina; Paper, ‘‘Some Deep-seated Pathbdlogical 
Conditions of the Neck,’’ Dr. Fritz J. Moenninghoff, Kansas City, 
Mo; Paper, ‘‘Diagnosis,’’ Dr. W. A. Smiley, Junction City; Clinic, 
Conducted by Dr. P. T. Bohan, Kansas City, Mo. 

L. O. NORDSTROM, Secretary 


Sumner County Medical Society met June 29, 1911, at St. 
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Lukes Hospital, Wellington. The following program was given: 
Duties of Health Officers, Dr. Sippy, Belle Plaine; Paper by 
Dr. Waggoner, Ponca City, Okla; Otitis Media Acute, Dr. Sar- 
chett, Wellington; The Human Tongue, Dr. McKinnon, Argonia; 
Paper, Dr. Day, Arkansas City. 
The superintendent of the hospital, Mrs. A. M. Sutphen, 
tendered the members a luncheon in the evening. 
T. H. JAMIESON, Secretary. 
Mississippi Valley Medical Meeting.—The preliminary an- 
nouncement of the thirty-seventh annual meeting of the Mis- 
sissippi Valley Medical Association has been issued. The as- 
sociation will meet at Nashville, Tenn., October 17-19, under 
the presidency of Dr. Robert H. Babcock, Chicago, the subject 
of whose address will be ‘‘Medical Tendencies.’’ The address in 
surgery is to be delivered by Dr. Joseph D. Bryant, New York 
City, on ‘‘The Indebtedness of Posterity to the Pioneer Surgeons 
of the Mississippi Valley,’’ and the address on medicine by Dr. 
James C. Wilson, Philadelphia, on ‘‘Doctors and the Public.” 
There is to be a symposium, including both sections of the so- 
ciety, on the ‘‘ptoses’’, with papers by Drs. E. W. Suckling, Bir- 


mingham, Eng., on visceroptosis, and a report of four hundred 
operations for nephroptosis by Mr. D. Billington, Birmingham, 
Eng. There will also be symposiums on cholecystitis and genito- 
urinary diseases. 


Great preparations are being made for the 6th Annual meet- 
ing of the Medical Association of the Southwest, which will meet 
in Oklahoma City, Okla., Oct. 10-11-12, 1911. 

The Association will have present as its invited guests, Dr. 
A. R. Edwards of Chicago, Ill., who will deliver the oration on in- 
ternal medicine, and an officer from the Public Health and Mar- 
rine Hospital will be specially detailed to attend this meeting to 
present a paper on some topic of public interest. 

The secretary has made application for reduced rates on all 
the railroads and the profession of Oklahoma City, are planning 
great things for the members attending, and these things with 
an unusually strong program should attract a larger attendance 
than any former meeting. 

NEWS NOTES 

Dr. and Mrs. W. F. Fairbanks of Kansas City, Kansas, sailed 

on July 10th for Europe onatour. They will return in two months. 
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Sixty-five Thousand Dollars for the Study of Cancer.—On 
May 11th the Governor of New York signed a bill appropriating 
$65,000 for the establishment in Buffalo of a hospital to conduct 
investigations into the cause, nature, treatment, prevention, and 
cure of cancer and allied diseases. The management of the in- 
stitution is to be vested in a board of trustees of seven members, 
including the State Commissioner of Health. 

NOTES OF THE LOS ANGELES MEETING OF THE A.M. A. 

The attendance was considerably less than last year, there 
being in the neighborhood of three thousand registered. This 
can be accounted for by fact of the great distance necessary to 
be travelled by a large number from the thickly populated dis- 
tricts in the east. 

Kansas was represented in the House of Delegates by Dr. 

Marion Trueheart of Sterling and Dr. P. S. Mitchell of Iola. 


The society will meet next year in June at Atlantic City. 


The entertainments provided by the committee were lavish 


to a high degree and eclipsed by long odds, anything previously 
attempted. There was something to do every minute as it were 
for instance, a trip to Catalina Islands, reception to the presi- 
dent, a trip to Pasedena with a barbecue dinner, horse and cha- 
riot races, smoker, lunches for the different section and numer- 
ous teas.and receptions for the ladies. The event will long live 
in the memories of those who attended. 


The election of Dr. Abraham Jacobi of New York as president, 
comes as a fitting honor to a man who has spent his life work in 
the interest of medical science. Few men indeed can point to a 
career so filled with great- things done for humanity as can Dr. 
Jacobi. His election should meet with universal approval. 

The Santa Fe ran a special train consisting of seven sections, 
which were occupied by physicians from the East and the Mid- 
dle West. Stops were made at Albuquerque, N. M., Redlands 
and Riverside, Calif., where the travellers were entertained by 
the local physicians. 


Two familiar faces we of Kansas met in California were Drs. 
J. E. Minney and O. J. Furst, both ex-presidents of our State 
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Society. Dr. Minney has established his residence in Los An- 
geles and Dr. Furst is living in Glendale. 
It may be of interest to publish the items required for the 

bill of fare at the Pasedena day. Following is the list: 

Barbecued rolled meat, Ibs.................. 

Frijoles (beans), Ibs 

Bulls’ heads 

Whole lambs 

Black coffee, gals 

People employed 

Paper dishes 

Knives and forks, pairs 

Cups and saucers 

Salad, 8 big tubs, gals... 


Following is the list of members from Kansas who attended 
the meeting: Robert Algie, Linn; Chas. E. Browers, Wichita; 
J. B. Brickell, Americus; Thomas R. Cave, Manhattan; W. H. 
Clarkson, Manhattan; S. J. Crumbine, Topeka; Martha E. Cun- 
ningham, Garnett; J. G. Dorsey, Wichita; Abner B. Dunn, Wichita; 
O. J. Furst, Peabody; M. N. Gardner, Greenleaf; W. H. Graves, 
Pittsburg; Jno. L. Grove, Newton; J. F. Gsell, Wichita; J. H. Guinn, 
Arkansas City; J. Loughridge, Lincoln; Geo. H. Litsinger, Riley; 
R. S. Magee, Topeka; G. P. Marner, Marion; G. W. Maser, Parsons; 
James W. May, Kansas City; P. S. Mitchell, Iola; J. C. Oldham, 
Wichita; Andrew S. Pavlish, Kansas City; Alexander R. Scott, 
Jetmore; Jacob Foster Shelley, Elmdale; A. J. Smith, Leaven- 
worth; N. C. Speer, Osawatomie; G. O. Spiers, Ellinwood; S. W. 
Spitler, Wellington; H. L. Steele, Pittsburg; W. P. Stoleneberg, 
Kinsely; W. Otis Thompson, Dodge City; M. Trueheart, Sterling; 
H. G. Welsh, Hutchinson; J. C. Wilhoit, Manhattan; Wm. Wil- 
liams, Pittsburg; F. M. Tracy, Kansas City. 

Dr. C. S. Huffman was appointed a member of the Committee 
on Hygiene and Public Health. 


Communications. 


Editor Journal: 
I see our councillor in the third district is not well informed 
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regarding the Wilson County Medical Society, We have a dan- 
dy good live county society and meet regularly four times each 
year. There are 22 reputable physicians in our county and 18 
of them are members in good standing of the county and state 
societies. Our meetings are well attended. 

Our summer session was held at Altoona Tuesday evening, 
June 13th, in the office of Dr. Moore, 12 members being present. 

Quite a little friction has existed for some time between the 
Physicians and the County Commissioners regarding medical ser- 
vices for paupers. We have employed an attorney, and as the 
law gives all the advantage to the Commissioners, we are trying 
to devise ways and means for securing better treatment along the 
above lines. 

Dr. L. L. Jones read a paper on ‘‘Arterio-Sclerosis. It was 
a masterly paper and we all needed brushing up on this particu- 
lar subject. It was so well received that by a unanimous vote 
it was decided to send it to our state Journal for publication. 

The five local physicians at Altoona are all good members 
of the society, and were all present, Dr. L. L. Jones, Dr. M. T. Bil- 
lingslea, Dr. M. L. Somers, Dr. W. H. Addington, and Dr. E. F. 
Moore. Other members of the society all made the trip in ma- 


chines, they being Drs. Moorehead, Sharp, McGuire, Williams 
from Neodesha. Dr. Riley from Benedict, Drs. Flack and Duncan 
from Fredonia and Dr. M. A. Duncan from Chanute, being a visi- 
tor. 


Our fall meeting will be at Buffalo in September. 
Yours Sincerely, 
E. C. DUNCAN, Secretary. 
UNAUTHORIZED USE OF A PHYSICIANS’ NAME. 

To the Editor:—A book entitled ‘‘Large Fees and How to 
Get Them,” has recently appeared, published by one W. J. Jack- 
man, which purports to contain an introductory chapter written 
by me. The book is being advertised as having been jointly writ- 
ten by one Dr. A. V. Harmon and myself. I desire to state that 
my name is being fraudulently used. I know neither the pub- 
lisher nor Dr. Harmon, nor did I ever write a line for the book. 
The introductory chapter and several later chapters—for which 
latter, credit is not given—-were, without my permission, taken 
bodily from my ‘Medicine as a Business Proposition.”” There 
is no Dr. A. V. Harmon, in either the Blue Book or American 
Medical Directory. He is in my opinion a blind, the authorship 
of the book resting with the publisher. All persons selling or 
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circulating same, or advertising or reviewing the book in connec- 
tion with my name, do it at the risk of legal complications. I 
would respectfully ask the medical journals of the country to 
copy this letter verbatim, thus warning the profession against 
what, so far as the use of my name is concerned, is a fraud, pure 
and simple. The title of the book alone should condemn it, while 
as for much of its contents, the less said the better. 

G. FRANK LYDSTON, M. D., Chicago. 


MISCELLANEOUS 


The Medical Trust.—Dr. J. A. Witherspoon of Nashville 
in his presidential address at the recent meeting of the Tennessee 
State Medical Association makes the following statement regard- 
ing a subject which has been much agitated by certain Illinois 
members of the profession. 

‘Fellows of the Tennessee State Medical Association: There 
is not a man sitting here to-night, engaged in the practice of medi- 
cine, who does not know that this particular claim that is being 
urged all over the country about the medical trust and the Ameri- 
can Medical Association being the father of it is ridiculous, is so 
absolutely preposterous that no sane man would use it as an ar- 
gument except for evil purposes of his own. I will tell you why 
that name was given it, because for the first time that great body 
of organized doctors had the daring and the bravery to attack 
in the very citadel the strongholds, these nefarious practices 
which have been carried on all over this country as if they were 
not only dictators to the people, but they have had the impudence 
to walk into a doctor’s office with a little bottle of medicine and 
tell him how to treat every kind of disease without the slightest 
knowledge or idea of pathology, etiology or symptomatology.”— 
Illinois Medical Journal. 

For Sale. Yale operating chair, in good condition, address, 

Dr. A. H. Connett, Great Bend, Kansas. 


Case Reports. 


Cancer of the Omentum. H. T. Karsner, Philadelphia, 
(Journal A. M. A., June 24), remarks on the rarity of primary 
sarcoma of the omentum and reports a case. The condition ap- 
pears to affect the white race almost exclusively, only one ex- 
ception, a Chinamen, having been reported, and affects females 
more commonly than males, and is most common between the 
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ages of 30 and 60. The onset is insidious and duration variable. 
Cachexia is not marked, anemia moderate, wasting gradual and 
not severe; there are vague gastro-intestinal disturbances some- 
times simulating intestinal obstruction, occasional adherence of 
omental mass to liver simulating enlarged liver, moderate ascites 
usually clear but sometimes blood-tinged, slight edema of lower 
extremities, occasionally extension of superficial abdominal veins, 
vague abdominal discomfort rather than pain, and death from 
asthenia. Metastasis is uncommon and direct extension is not 
usually widespread. The case reported is of a woman aged 64. 
The symptoms were characteristic and the pathologic diagnosis 
from the necropsy were epithelioma of the great omentum. 
Strangulated Hernia.—J.R. Judd, Honolulu, Hawaii, (Jour- 
nal A. M. A., June 24), reports a case of strangulated hernia that 
had lasted four days before being seen. The abdomen was great- 
ly distended and tympanitic and there was considerable pain. 
Operation revealed a gangrenous intestine involved in the hernia, 
12 centimeters of which were excised together with a wedge off 
mesentery, and an end-to-end anastomosis made with sutures. 
There was gangrene of the right testicle, which was also removed. 
This was due to pressure from the sac and its contents. Judd 
specially notices the absence of vomiting in this case after so long 
a duration of the strangulation, vomiting being given as almost 
an essential feature in the text-books. 


Obituary. 


John Henry Brierley, M. D., Starling Medical College, Colum- 
bus, O., 1878; of Glasco, Kan; formerly a member of the American 
Medical Association; a member of the state legislature for sever- 
al terms; ex-president of the Kansas Medical Society; local sur- 
geon of the Union Pacific Railroad; died at a hospital in Kansas 
City, June 14, aged 62. 

Harvey A, Warner, M. D.. University of Wooster, Cleveland, 
O., 1873; of Topeka, Kan; a member of the Kansas Medical So- . 
ciety; lecturer on life insurance in the Kansas Medical College, 
Independence; died at his home, June 9, from a stroke of apop- 
lexy, received February 16, aged 61. 

Thomas Hartford Wileman, surgeon of volunteers during the 

Civil War; died at his home in Seneca, Kan: January 3, from 


senile debility, aged 81. 
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Charles Ott, M. D., Ensworth Medical College, St. Joseph, 
Mo., 1895; of Kansas City, Kan; died at the home of his son in 
Higginsville, Mo; June 9, from nephritis, aged 60. 

David W. Thompson, M. D., Eclectic Medical University, 
Kansas City, 1902; of Kansas City, Kan; a member of the Kan- 
sas Medical Society, died at Seattle, Wash., Jenuney 12, from 
endothelioma of the cerebrum, aged 53. 

Orlando M. Edwards, M. D., Medical College of Ohio, Cincin- 
nati, 1859; a member of the Neosho County (Kan.) Medical So- 
ciety; died at his home in Chanute, April 26, from heart disease, 
aged 74. 


——o 
Bolivar Antrobus, M. D., Medical College of Cincinnati, 1876; 
a veteran of the Civil War; coroner of Mitchell County, Kan. 
from 1890 to 1892; died at his home in Beloit, June 3, from pneu- 
monia, aged 75. 
John William Reno (license, Kansas, 1901); died at his home 
in Tonganoxie, June 3, from heart disease, aged 65. 
Joseph T. Pindell, M. D., University of Maryland, Baltimore, 
1865; a medical cadet in 1864 and then for two years surgeon 
in the army; at one time a member of the council and mayor of 
Wellsville, Kan; died at his home in that city, May 22, from ne- 
phritis, aged 81. 
Cyrus C. Paxson (license, Kansas, 1901); for twenty years a 
practitioner of Bolten, Kan; and for the last six years a resident 
of Independence; died in the Montgomery County Hospital, May 
18, from cerebral hemorrhage, following a fracture of the hip, aged 
74. 


CLINICAL NOTES 


Courvoiser’s law is rarely broken—enlargement of the gall 
bladder with pronounced jaundice means neoplasm.—American 
Journal Surgery. 


In the presence of a smooth, hard, fixed and often tender 
abdominal tumor giving no characteristic symptoms, it is worth 
while to think of an ectopic or fused kidney—especially if the mass 
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be in the median line or near the pelvis.—American Journal Sur- 
gery. 


Rigidity of the muscles in the flank on deep palpation is as 
valuable a diagnostic sign as is rigidity of the anterior abdominal 
muscles. In the presence of a urinary disturbance (e. g., anuria, 
pyuria hematuria unilateral tenderness and rigidity in the loin 
are presumptive evidence of affection of the kidney on that side.— 
American Journal Surgery. 

The Test Meal and Gastric Cancer.—Without in any way 
minimizing the value of laboratory examinations of the stomach 
contents, etc., I am more and more convinced that gastric cancer 
itself does not give rise to diagnostic symptoms during the curable 
stage. In the later stages the clinical picture and laboratory 
findings are characteristic; by this time, unfortunately, the prog- 
nosis is equally as plain as the diagnosis, but if the disease is situ- 
ated in the pyloric end of the stomach, it early introduces mechani- 
cal conditions which furnish the most valuable information.— 
Wm. J. Mayo, in the J. A. M. A. 

Trephining for Apoplexy.—Trephining in case of cerebral 
hemorrhage is recommended by J. G. Milligan, Pittsburg, Pa. 
(Journal A. M. A., June 17). He asks whether we shall sit idly 
by and leave a brain scar or unabsorbed cyst to make a patient 
aphasic or hemiplegic for life. In a case of intestinal perfora- 
tion or rupture of tubal pregnancy, prompt surgery would be 
the rule, and surgery of the brain, he thinks, is equally impera- 
tive, though not necessarily so prompt. In hematoma of the brain 
the first seventy-two hours is likely to settle the fate of the apop- 
lectic, providing he survives the shock, and after that the patient 
is generally in better condition for operation than in the usual 
case of cerebral traumatism. Each day thereafter, for a limited 
time, say ten days from the attack, it is still more favorable, and 
the surgeon can choose his time for operating. As technic im- 
proves and the time to operate becomes more definitely known, 
the percentage of fatal cases will become less. He reports the 
case of a patient operated on eleven days after the attack, with 
good results. 


A synovitis, especially of the wrist, elbow or knee, may be 
syphilitic in origin, and in obscure cases, an antisyphilitic regimen 
may clear up the case. The synovitis that does not respond to 


312 THE JOURNAL OF THE 


the usual rheumatic remedies warrants a trial with mercury. 
American Journal Dermatology. 

Hexamethylenamin in Colds.--Austin Miller, Porterville,, 
Calif. (Journal A. M. A., June 10). says that, in view of the report- 
ed excretion of hexamethylenamin in the secretions of the parts 
affected in common cold, he has been trying it in this condition 
during the past year. In most cases it acts promptly and efficient- 
ly. The irritating watery secretion of coryza stops; the fever, 
aching and malaise of influenza cease; the threatening disease 
is averted. It should be administered as soon as possible after 
the nose begins to feel stuffy and discomfort begins. If delayed 
till later in an old cold and after mixed infection has occurred 
its effects are less satisfactory. As regards dosage, he thinks 
a larger amount should be used than is required for urinary anti- 
sepsis, and at the onset he prescribes twelve grams in twelve 
powders of fifteen grains, one powder to be taken in a glass of 
_water four times a day. Copious water drinking is advised to 
lessen bladder irritation, which is the only ill effect, but occurs 
only occasionally and disappears as soon as the medicine is discon- 
tinued. 

Silver Wire for Drainage.—-R. M. Harbin, Rome, Ga., (Jour- 
nal A. M. A., July 15) has been using fine silver wire in the form 
of wicks for abdominal drainage after acute appendicitis and men- 
tions its advantages. Such wicks, firmly twisted, possess marked 
capillarity, the more so the finer the wire. This can be illustrated 
by inserting it in siphon form into a test tube of water. While 
not equal in capillarity to gauze, it seems to retain it longer. The 
wicks can be made sufficiently pliable to avoid trauma while still 
firm enough to retain their original shape and so can be adjusted 
to drain a tortuous tract and can be well applied for draining 
. the post cecum. Of course, it is necessary for it to be firmly twisted 
so no omentum, etc., can enter the meshes. It will be seen that 
its physical properties make it adaptable for a number of condi- 
tions. Lastly, he mentions the slight antiseptic properties of 
silver and says that his observations seem to warrant the assump- 
tion that it might tend to antisepticize a mildly infected wound. 
He offers this suggestion for further studies. 

Perforating ulcers and localized gangrenous processes in one 
or both feet, without other obvious cause (e. g. tabes, diabetes, ob- 
literation of bloodvessels, frost-bite) indicate a careful examina- 
tion of the spine for an evident or concealed spina bifida. 
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